Abstract This study examined the relationship between the characteristics of childhood sexual abuse (CSA) and the severity of consequent posttraumatic stress disorder (PTSD), depression, suicidal ideation, and substance use in a sample of 83 female adolescents aged 13-18 years seeking treatment for PTSD. Nearly two-thirds of the sample (60.7 %, n=51) reported the perpetrator of the CSA was a relative. A large portion (40.5 %, n=34) of the sample reported being victimized once, while almost a quarter of the sample reported chronic victimization (23.8 %, n=20). PTSD and depression scores were in the clinical range, whereas reported levels of suicidal ideation and substance use were low. The frequency of victimizations was associated with suicidal ideation. Contrary to expectation, CSA characteristics including trauma type, perpetrator relationship, and duration of abuse were unrelated to PTSD severity, depressive symptoms, or substance abuse.
Child sexual abuse (CSA) is defined as any forced or coerced sexual activity with a minor including noncontact abuse, sexual molestation, and rape (American Psychological 2012) . CSA is a serious public health problem that affects a substantial number of children in the United States each year. In the most comprehensive study of child abuse to date, the Fourth National Incidence Study of Child Abuse and Neglect, it was estimated that 135,300 children are sexually abused each year (Sedlak et al. 2010) . Because many incidences of CSA are not reported, the actual incidence is thought to be significantly larger than this estimated figure (Watkins and Bentovim 1992) .
The possible negative consequences of CSA are numerous. CSA has been identified as a risk factor for several mental health problems during adolescence including depression (e.g., Buzi et al. 2007) , suicidality (e.g., Brent et al. 2002) , low self-esteem (e.g., Cecil and Matson 2005) , and risky behavior such as substance use (e.g., Shin et al. 2010) . One of the disorders most frequently associated with CSA is posttraumatic stress disorder (PTSD; Deblinger et al. 1997; McCutcheon et al. 2010) . The rate of PTSD among adolescents who were sexually abused as children has been estimated at 38.5 % in nonclinical samples (Perkonigg, Kessler, Storz, and Wittchen 2000) and as high as 88 % in clinical samples (Carey, Walker, Rossouw, Seedat, and Stein 2008) .
Many studies attempting to identify factors that influence the impact of CSA on future mental health outcomes have focused on abuse characteristics. One abuse characteristic that has been linked with subsequent PTSD is the severity of abuse including the type, duration, and frequency of CSA. Among adults, more severe types of CSA (e.g., rape) have been associated with a higher risk for PTSD, compared to less severe types (e.g., molestation; Briggs and Joyce 1997; Feerick and Snow 2005) . One study found CSA severity accounted for 33 % of the variance in PTSD symptoms in treatment-seeking adults (Rodriguez et al. 1996) . The relationship between the perpetrator and the victim has also been identified as an important predictor of the occurrence and severity of PTSD in adult survivors of CSA. Specifically, PTSD symptoms were significantly higher among CSA survivors who were abused by a family member compared to those who were abused by a stranger (Lev-Wiesel et al. 2005) .
Research with adult survivors of CSA has provided insight into the relationship between characteristics of CSA and consequent PTSD. However, findings regarding adult experiences of CSA and resultant PTSD may not generalize to adolescents for several reasons. One reason is that CSA is a more recent trauma for adolescents than for adults. Not only has length of time since a trauma been shown to significantly predict PTSD severity (see Foy, Madvig, Pynoos and Camiller 1996) but there is evidence that the factors that predict PTSD soon after a trauma are not the same as those that predict PTSD later on (Adams and Bascarino 2006) . Second, adolescents express PTSD and related conditions differently than do adults. For example, in a survey study of trauma-exposed youth, Ayer et al. (2011) found that numbing symptoms were not related to PTSD severity in adolescents the way they are in adults. Research has also shown that CSA survivors are more vulnerable to becoming depressed and suicidal during adolescence relative to adulthood (Brown, Cohen, Johnson, and Smailes 1999) .
Research on the relationship between CSA characteristics and PTSD among adolescents has yielded less consistent results than in studies with adults. In adolescent CSA survivors, some studies have found that the type of victim-perpetrator relationship is associated with PTSD (e.g., Lawyer, Ruggiero, Resnick, Kilpatrick, and Saunders 2006) but other studies have not (e.g., Wolfe, Sas, and Wekerle 1994) . Similarly, some studies have found that duration and type of abuse were associated with psychopathology in children and adolescents (e.g., Lucenko, Gold, and Cott 2000; Wolfe et al. 1994 ) while other studies have not (Mennen and Meadow 1995) . One explanation for these mixed findings is that previous studies examining PTSD among adolescent CSA victims have focused on diagnosis of PTSD rather than upon the severity of PTSD symptoms. This focus shift may be responsible for the reduced probability of finding a significant effect between characteristics of CSA and PTSD.
To better understand the impact of CSA, it is important to identify the factors that increase risk for PTSD and related psychopathology in adolescent survivors of CSA. However, studies to date have either focused on adult samples or yielded mixed results. The purpose of the current study was to examine characteristics of CSA and the severity of PTSD and related problems among adolescents seeking treatment for PTSD. We hypothesized that a closer perpetrator-victim relationship and a greater frequency of victimizations would each predict more severe PTSD depressive symptoms, suicidality, and substance abuse. In addition, we explored the relationship between CSA type (e.g., rape) and PTSD severity, depressive symptoms, suicidality, and substance abuse.
Method

Participants
The participants were 83 female adolescents aged 13 -18 years (M=15.42; SD=1.49) seeking treatment for PTSD at Women Organized Against Rape (WOAR), a community mental health clinic in Philadelphia that provides counseling to survivors of rape and childhood sexual abuse. The majority of the sample was African American (56.6 %), 24.1 % was biracial, 14.5 % was Caucasian, 3.6 % was of Spanish origin, and 1.2 % was Asian/Pacific Islander.
Adolescents with a primary diagnosis chronic or subthreshold PTSD (≥1 re-experiencing symptom,≥2 avoidance symptoms, and≥2 hyperarousal symptoms) resulting from rape or attempted rape by same-age peers, or sexual abuse by a perpetrator five or more years older were eligible to participate. Adolescents with primary diagnoses other than PTSD such as conduct disorder, alcohol or substance dependence, or suicidal ideation with intent, were excluded.
Measures
Schedule of Affective Disorders and Schizophrenia for School-Age Children-Epidemiological Version (K-SADS-E; Orvaschel et al. 1995) . The K-SADS is a semi-structured clinician-administered interview of DSM-IV Axis I psychiatric disorders that incorporates both child and parent reports. The K-SADS had excellent reliability and validity (Orvaschel et al. 1982) .
Child PTSD Symptom Scale (CPSS; Foa, Johnson, Feeny, and Treadwell 2001) . The CPSS is a 24-item clinicianadministered interview that maps on DSM-IV criteria, yielding a PTSD total score as well as scores on the reexperiencing, avoidance and hyperarousal subscales. Items are rated on a scale from 0 to 3; with total score ranging from 0 to 51. During the original development of the scale, internal consistency ranged from 0.70 to 0.89 for the total and subscales symptom scores (Foa et al. 2001) . The CPSS has good test-retest reliability (0.84 for the total score, 0.85 for reexperiencing, 0.63 for avoidance and 0.76 for hyperarousal), good convergent validity, and good discriminant validity (Foa, et al. 2001 ). Functional analysis indicated that a linear combination of the three subscales significantly discriminated between diagnostic groups (Wilks lambda=0.33, X 2 (3)= 79.1, p<0.0001; Foa et al. 2001) .
Trauma History Interview (THI). The THI is a revised version of the Standardized Assault Interview (SAI; Rothbaum et al. 1992 ) that can be used to help establish PTSD diagnosis and identify a target trauma. The SAI has a demonstrated interrater reliability of 0.90 (Rothbaum et al. 1992 ).
Beck Depression Inventory (BDI; Beck et al. 1961 ). The BDI is a self-report measure of depression that is widely used in a variety of populations, including trauma victims (Foa et al. 1991) . The scale has 21 items, each consisting of four selfstatements. The statements are assigned values of 0 to 3, with higher scores indicating more severe symptomatology. Total scores range from 0 to 63. Individuals are instructed to endorse those statements which have been true for them during the past week (Radnitz, et al. 1997) . Split half-reliability is 0.93, and correlations with clinician ratings of depression range from 0.62 to 0.65 (Beck et al. 1961) . It has been found sensitive to treatment effects in numerous treatment outcome studies (e.g., Foa et al. 1992 ).
Suicidal Ideation Questionnaire-Junior (SIQ-JR; Reynolds 1987) . The SIQ-JR is a 15-item instrument used to identify and assess suicidal ideation in adolescents. Items are scored on a 7-point scale, ranging from 0 to 6, with 6 being the most severe. A cutoff score of 21 has been identified as indicating a clinically significant level of suicidal ideation (Reynolds 1988) . The SIQ-JR has been shown to be a valid and reliable measure of suicidality in children and young adolescents, from a variety of cultural backgrounds (Reynolds and Mazza 1999; Keane et al. 1996; Ang and Ooi 2004) .
Personal Experience Screening Questionnaire (PESQ; Winters et al. 1991) . The PESQ is a 40-item self-report questionnaire designed to assess lifetime and current alcohol and drug use among 12-18 year olds. Across several empirical studies, the PESQ has demonstrated internal consistency estimates of 0.90 or higher (see Shields et al. 2008 ).
Procedure
The current study was part of a larger randomized controlled trial of Prolonged Exposure for adolescents with PTSD that enrolled study participants from 2007 to 2012 and completed all follow-up assessment in January of 2013. Participants were recruited from the following sources: 1) direct referrals to WOAR; 2) referrals to WOAR from their outreach efforts within the Philadelphia School District; 3) referrals from mental health providers and pediatricians or other physicians in the Philadelphia area; 4) referrals from the adolescent sexual abuse evaluation unit of the Children's Hospital of Philadelphia (CHOP); and 5) referrals to WOAR from local community organizations. Potential participants completed an intake assessment at WOAR that included assessment of trauma history, social and family functioning, and drug and alcohol use. Symptoms of PTSD were assessed using the CPSS. Adolescents who met study criteria based on this initial assessment were informed about the opportunity to participate in the study and were invited to complete a baseline evaluation to determine study eligibility.
Baseline evaluations were conducted by independent evaluators (IEs), who were doctoral-level clinicians from the Center for the Treatment and Study of Anxiety at the University of Pennsylvania. During the evaluation, the IE interviewed the adolescent and the guardian separately to assess current and lifetime disorders including PTSD, using the K-SADS. Baseline evaluations consisted of a diagnostic interview (using the K-SADS-E) and self-report measures of PTSD and related problems. The CPSS was then used to determine PTSD severity. The IE also reviewed the Trauma History Interview with the participant and completed information that was not obtained in the WOAR intake. After obtaining informed consent (or assent for adolescents≤age 17), eligible participants were asked to complete the selfreport questionnaires described above. This study was approved by the institutional review board at the University of Pennsylvania.
Data Analytic Approach
Participants' descriptions of the type of trauma were recoded into three categories: rape was defined as a single incidence of sexual trauma in which vaginal or anal penetration occurred, sexual assault was defined as a single incidence of sexual trauma that did not include vaginal or anal penetration, and sexual abuse was defined as rape or sexual assault that occurred more than one time.
Previous studies have not used a uniform system for categorizing perpetrator relationship to the survivor. Examples include categorizing the perpetrator as either family member or stranger (e.g., Lev-Wiesel, Amir, and Besser 2005) and labeling the perpetrator as a parent, family member, family friend, stranger, or "other" (Feerick and Snow 2005) . For the present study, participants' relationship to their perpetrator was categorized into three groups. Strangers, acquaintances, and friends were categorized as non-relatives.
Step-parents and step-siblings as well as mother's romantic partners and god-parents were categorized as non-blood relatives. All immediate family members, including grandparents, were categorized as blood-relatives.
Four outliers were identified on the CPSS-SR; three in the upper extreme and one in the lower extreme. One upper extreme outlier was identified in the SIQ-JR. Data was recoded using the Winzor method.
ANOVAs were conducted to examine the relationships between trauma characteristics and severity of PTSD, depression, suicidality, and substance use. To correct for multiple comparisons, the Holm procedure was applied, which involves setting different alpha levels for rejecting individual hypotheses (Holm 1979) . The p-values were ordered from smallest to largest, and the smallest p-value was subjected to the most conservative alpha level (i.e., α=0.05/3 for this study; equivalent to the Bonferroni correction). Subsequent p-values were then compared to sequentiallyincreasing alpha levels (i.e., α=0.05/2 for the second hypothesis, α=0.05/1 for the third hypothesis), thus gaining statistical power at each step by sequentially increasing the criterion for statistical significance (see Olejnik, Li, Supattathum, and Huberty 1997 for a review of this procedure).
Results
Trauma Characteristics
The index traumas reported were sexual abuse (52.4 %, n= 44), rape (28.6 %, n=24), and sexual assault (15.5 %, n=13; see Fig. 1 ). The perpetrator of the abuse was identified as a non-relative (i.e., stranger, acquaintance; 34.5 %, n=29), a blood-relative (i.e., parent, sibling; 32.1 %, n=27), and nonblood-relative (i.e., step-parent; 28.6 %, n=24; see Fig. 2) . A large portion of the sample reported being victimized once (40.5 %, n=34) while almost a quarter of the sample reported chronic victimization that was difficult to quantify; this response was coded as>99 victimizations (23.8 %, n=20). Thus, the mean number of victimizations, 29.78 (41.99), does not represent the bimodal distribution of this variable (see Fig. 3 ). Table 1 presents the means and standard deviations for the sample on each of the outcome measures. Mean PTSD scores were above the clinical cut-off of 11 (Foa et al. 2001 ) on the total CPSS score, M=28.51 (7.37), and each of the CPSS subscales: Reexperiencing M=7.57 (2.93); Avoidance M= 10.90 (3.92); and Arousal M=10.03 (3.00). The mean depression score on the BDI fell in the moderate range, M = 22.55(9.78), and the mean suicidality score on the SIQ-JR score was 21.58 (23.34), which falls below the clinical cut-off of 31 (Reynolds 1988) . The mean substance use, measured by the PESQ Problem Severity Scale was within one standard deviation of the mean for a non-clinical sample (Winters 1992) , M=23.39(6.89).
Psychopathology
Trauma Characteristics and Psychopathology
One-way ANOVAs were used to test for differences in PTSD severity based on type of index trauma, perpetrator identity, and number of victimizations. PTSD severity did not differ significantly across trauma type (F (3, 78)=0.827, p=0.483), perpetrator identity (F (3, 78)= 0.428, p=0.734), or number of victimizations (F (15, 77)=0.702, p=0.773).
One-way ANOVAs were used to test for differences in depression severity based on type of index trauma, perpetrator identity, and number of victimizations. Depression severity did not differ significantly across trauma type, (F (3, 70)= 0.593, p=0.621), perpetrator identity (F (3, 70)=0.528, p= 0.665), or number of victimizations (F (15, 68)=1.338), p= 0.214).
One-way ANOVAs were used to test for differences in suicidality based on type of index trauma, perpetrator identity, and number of victimizations. Suicidality did not differ significantly across trauma type, (F (3, 42)=1.099, p=0.361), or perpetrator identity (F (3, 42)=0.149, p=0.930). Suicidality did differ significantly based on number of victimizations (F (12, 41)=3.399), p=0.003). 
Discussion
This study examined trauma characteristics and symptoms of PTSD and associated psychopathology in a sample of treatment-seeking female adolescents with a history of childhood sexual abuse. The mostly commonly reported trauma in this sample was sexual abuse, followed by rape, then sexual assault. An equal number of participants reported the perpetrator of the CSA was a blood-relative, a non-blood relative, and a non-relative. Thus, two-thirds of the sample reported CSA perpetrated by a relative. This finding is consistent with previous studies showing that CSA is more likely to be perpetrated by a family member than a non-family member (e.g., Gold, Hughes, and Swingle 1996; Crisma, Bascelli, Paci, and Romito 2004) . The distribution of CSA frequency was bimodal; many participants (approximately 2 in 5) reported only one incidence of CSA, while other participants (approximately 1 in 5) reported chronic CSA occurring so frequently and/or over an extended period of time (i.e., several years) that the response was coded at ">99 incidents".
Participants in this study reported minimal suicidal ideation, which is consistent with some previous research (Brand, King, Olson, Ghaziuddin, and Naylor 1996) . We found that suicidality was significantly associated with the frequency of victimizations suggesting that adolescent survivors of CSA who have suffered from chronic abuse are at particularly high risk for suicide. This is consistent with a recent study by Soylu and Alpaslan (2013) , who found that adolescents exposed to continuous CSA reported greater suicidal ideation than those exposed to a single CSA incident. In contrast to the current study, Soylu and Alpaslan also found that a closer relationship to the perpetrator and the type of CSA predicted suicidal ideation. The results of the current study underscore the importance of screening adolescent CSA survivors for suicidal ideation, and provide further support for the hypothesis that Rates of substance use fell within the non-clinical range. Although substance dependence was an exclusion criterion in this study, the low level of substance use is still surprising given that a history of CSA and symptoms of PTSD have each been identified as risk factors for problematic substance use in adolescence (Giaconia et al. 2003) . A study conducted by Kingston and Raghavan (2009) found that CSA was not related to an earlier age of substance use initiation. While participants in our study reported low levels of substance use, it is possible their use may increase over time.
Contrary to our hypotheses, none of the CSA characteristics examined (type of CSA, perpetrator of the abuse, or frequency of abuse) were significantly related to the severity of PTSD, depression or substance use. These null findings were unexpected given that research with adult CSA survivors has found that these characteristics are predictors of the development and severity of PTSD. Although some studies with adolescents have found significant relationships between CSA characteristics and PTSD (e.g., Lawyer et al. 2006) , these studies have relied on non-clinical samples of CSA survivors. Studies with treatment-seeking adolescents have not found significant relationships between symptoms of PTSD and specific CSA characteristics including perpetrator identity, type of abuse, and duration of abuse (Mennen and Meadow 1995; Wolfe et al. 1994) . Sample characteristics may explain these discrepant findings. In the current study, all participants reported moderate to high PTSD severity. Therefore, there was a restricted range of scores on the criterion variable. This may explain why studies of non-clinical samples have identified significant relationships between CSA characteristics and PTSD while the present study did not.
In a prospective study of sexually abused children, Tebbutt et al. (1996) found that continued contact with the abuser was an important predictor of functioning at a 5-year follow-up. Also, Wolfe, et al. (1994) found that when the perpetrator was not a father figure, the use of force predicted PTSD symptom severity. Neither continued contact with the perpetrator nor use of force was examined in this study. Future studies should examine these variables among on treatment seekers.
A strength of this study is the ethnically diverse clinical sample; more than half of the sample identified as African American and another quarter as bi-racial. Thus, the participants in the current study were representative of the urban population from which they were drawn. In contrast, a majority of the participants in epidemiological studies of adolescent CSA survivors were Caucasian (e.g., Lawyer et al. 2006; Danielson et al. 2010) . Although CSA survivors are disproportionally female, a significant minority of CSA victims is male (Lawyer et al. 2006) . It is important to note that this study recruited only female adolescents and that the results may not generalize to male survivors of CSA. 
